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the  program  as  a  whole. 


ABSTRACTS  OF  THE  LECTURES 


THE  CONCEPT  OF  "QUALITY  OF  LIFE" 
IN  SERIOUS  AND  PERSISTENT  MENTAL  ILLNESS 
Robert  M.  Goisman,  M.D. 

Although  the  term  "Quality  of  Life"  (QQL)  is  commonly  used  in  mental  health 
work,  we  lack  a  consistent  definition  of  this  concept.  Methods  of  assessing  QQL  have 
differed,  and  led  investigators  to  divergent  conclusions  about  it  and  its  relevance  to 
mental  health.  Here  we  shall  survey  this  important  concept  and  demonstrate  its 
relationship  to  the  work  each  of  us  does  every  day. 

Lehman,  the  American  investigator  best  known  for  research  in  QQL,  recently 
defined  QQL  as  "patients'  perspectives  on  what  they  have,  how  they  are  doing,  and 
how  they  feel  about  their  life  circumstances"  (1996,  p.  78).  These  perspectives 
typically  cover  one's  sense  of  well-being,  functional  status,  and  access  to  resources 
and  opportunities.  QQL  is  a  subjective  measure,  i.e.  it  can  only  be  determined  by 
asking  someone,  not  by  observing  someone.  It  is  not  automatically  related  to  symptom 
severity;  it  is  more  a  measure  of  how  satisfying  one's  life  is  than  of  how  ill  someone  is. 

Lehman  compared  10  measures  of  QQL  in  serious  and  persistent  mental  illness 
developed  since  1978  in  England,  the  U.S.,  and  Sweden.  These  instruments  all 
assess  subjective  well-being,  resources  and  opportunities,  and  functional  status.  Well- 
being  includes  such  basics  as  housing,  work,  income,  leisure,  social  and  family 
relations,  clothing,  spare  time,  and  religion.  Resources  and  opportunities  includes 
residential  stability,  medical  care,  agency  utilization,  safety,  privacy,  and  "possession  of 


commonplace  objects"  (p.  80).  Functional  status  refers  to  leisure  activities, 
housekeeping  skills,  contact  with  friends,  time  in  jail,  self-reliance,  and  other  factors. 

In  other  words,  people  with  serious  and  persistent  mental  illness  want  exactly  the 
same  things  that  we  do.  They  define  their  lives  as  going  well  if  they  have  these  things 
and  as  going  poorly,  if  they  do  not.  But  what  it  takes  for  QQL  to  be  maximized  is  not 
always  clear.  For  example,  in  an  earlier  study  Lehman  and  colleagues  (Lehman  et  al., 
1991)  first  hypothesized  that  as  patients  moved  from  more  restrictive  settings  to  ones 
less  so,  e.g.  from  state  hospital  beds  to  large  residential  care  facilities,  to  small  group 
homes,  and  then  to  supervised  apartments,  their  perceived  QQL  would  increase.  They 
found  that  in  some  areas,  e.g.  family  and  social  relations,  leisure  activities,  and  non- 
violent victimization  (e.g.  petty  theft),  there  were  no  differences  across  these  settings. 

Many  workers,  especially  Meltzer  and  colleagues  (Meltzer  et  al.  1990;  Meltzer 
1999),  have  commented  that  the  new  atypical  neuroleptics,  particularly  clozapine, 
appear  to  radically  improve  QQL  in  responding  patients.  It  is  unclear  as  to  whether  this 
is  due  to  decreases  in  the  number  of  days  spent  in  inpatient  treatment,  in  suicidality,  in 
cognitive  impairment,  in  negative  symptoms,  or  to  some  other  factor  or  combination. 
But  these  effects  are  significant  and,  in  the  long  run,  cost-effective  as  well. 

Kilian  and  Angermeyer  (1999)  described  ethical  questions  occasioned  by  the 
study  of  QQL.  These  in  part  include  studying  the  effects  of  stigmatization,  access  to 
social  security  benefits,  unemployment,  the  general  health  care  system,  political 
decision  making,  and  pharmaceutical  corporate  marketing  strategies,  on  QQL  (p.  131). 
All  of  these  factors — subjective  well-being,  access  to  resources  and  opportunities, 
functional  status,  optimal  psychopharmacological  treatment,  and  the  impact  of  larger 


socio-political  and  economic  forces — thus  have  a  role  in  helping  us  understand 
patients,  their  lives,  and  their  aspirations. 
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BEYOND  SYMPTOM  CHANGE:  NEUROBIOLOGY  AND  THE  CLINICAL 
POTENTIAL  OF  NOVEL  ANTIPSYCHOTIC  MEDICATIONS 

Alan  I.  Green,  M.D. 

Typical  or  standard  antipsychotic  medications  are  very  helpful  for  many  patients 
in  the  control  of  positive  symptoms  of  psychosis.  Despite  the  beneficial  effect, 
however,  these  drugs  are  clearly  limited  -  they  are  not  effective  for  all  patients;  some 
patients  respond  to  the  medications  and  then  relapse;  and  yet  other  patients  cannot 
tolerate  the  side  effects  they  produce. 

Even  if  you  consider  the  beneficial  effects  of  these  drugs  on  positive  symptoms, 
many  aspects  of  schizophrenia  are  not  meaningfully  helped  by  them.  For  example,  the 
drugs  appear  to  have  limited  potential  for  improving  negative  symptoms  and  cognitive 
deficits  (that  may  be  core  features  of  the  schizophrenia  disorder);  for  controlling 
comorbid  substance  abuse  (that  dramatically  worsens  the  outcome  of  patients);  and  for 
limiting  suicide  (that  occurs  in  10%  of  patients  with  schizophrenia). 

The  novel  antipsychotic  drugs,  of  which  clozapine  is  the  prototype,  however, 
have  pharmacologic  features  of  action  that  are  decidedly  different  from  the  typical  or 
standard  agents.  These  pharmacologic  features  may  account  for  the  broad  spectrum 
of  clinical  effects  characteristic  of  these  new  agents.  Understanding  the  pharmacology 
of  these  agents  can  further  inform  our  understanding  of  their  clinical  actions,  and  further 
can  help  us  understand  how  to  develop  yet  other,  newer  medications  to  provide  the 
tools  to  optimally  treat  our  patients.- 


This  lecture  will  briefly  review  the  two  neurobiological  models  of  schizophrenia 
that  underlie  most  clinical  research  in  this  field:  the  neurodevelopmental  model  and  the 
neurodegenerative  model.  The  neurodevelopmental  model  assumes  that  brain  deficits 
occurring  in  utero  or  early  in  life  produce  static  changes  in  brain  functioning  that  during 
adolescence  extend  to  other  brain  areas  and  eventually  set  off  the  characteristic 
symptoms  of  schizophrenia.  The  other  model,  the  neurodegenerative  model,  suggests 
that  a  degenerative  process  occurs  with  the  initiation  of  the  psychotic  disorder  that 
leads  to  degenerative  changes  in  the  brain  (e.g.,  loss  of  brain  tissue)  that  can  help 
explain  some  of  the  disabilities  suffered  by  patients  with  schizophrenia.  As  the  lecture 
will  point  out,  these  two  models  are  not  necessarily  conflicting,  and  may  both  be  correct 
or  partially  correct. 

Both  models  imply  that  deficits  in  functioning  of  the  prefrontal  cortex  of  the  brain 
may  underlie  some  of  the  "core  symptoms"  of  patients  with  schizophrenia  (e.g., 
negative  symptoms  and  cognitive  deficits).  This  lecture  will  review  the  data  supporting 
this  concept  and  will  then  discuss  the  clinical  implications  of  prefrontal  cortex  brain 
deficits. 

With  this  neurobiological  foundation,  the  lecture  will  discuss  the  effects  of  the 
typical  or  standard  antipsychotic  drugs  on  dopamine  D2  receptors,  and  will  demonstrate 
how  this  effect  is  important  for  control  of  positive  symptoms,  but  does  not  dramatically 
improve  other  domains  of  function  disturbed  in  patients  with  schizophrenia. 

Then,  the  lecture  will  further  discuss  the  atypical  or  novel  antipsychotic  drugs,  of 
which  clozapine  is  the  prototype.  The  novel  antipsychotics  have  a  spectrum  of 
pharmacologic  effects  beyond  blockade  of  the  dopamine  D2  receptor.  Clozapine  is  a 


weak  D2  blocker,  but  has  potent  effects  at  receptors  for  the  brain  neurotransmitters 
serotonin,  norepinephrine,  acetylcholine  and  histamine.  The  other  novel  antipsychotics 
(risperidone,  olanzapine  or  quetiapine)  share  some  (but  not  all)  of  these  characteristics 
of  clozapine.  The  unusual  pharmacologic  actions  of  clozapine  seem  to  be  responsible 
for  the  ability  of  clozapine  to  improve  prefrontal  cortical  brain  functioning  -  which  may 
be  part  of  the  basis  for  the  broad  spectrum  efficacy  of  this  antipsychotic  drug.  The 
lecture  will  review  for  each  drug  the  characteristics  that  lead  it  to  be  potentially  useful 
for  patients  with  schizophrenia. 

The  availability  of  these  new  agents  has  improved  the  likelihood  for  good 
outcomes  in  patients  with  schizophrenia.  A  number  of  studies  are  underway  assessing 
whether  the  long-term  course  of  patients  can  be  improved  by  use  of  these  agents  early 
in  the  disorder  -  for  example,  within  the  first  episodes  of  psychosis.   Other  studies 
indicate  the  potentially  beneficial  effects  of  these  agents  on  cognitive  deficits, 
substance  abuse,  suicide  and  overall  functioning.  The  lecture  will  address  the 
neurobiological  basis  of  these  important  clinical  actions. 

Despite  the  benefits  provided  to  patients  by  these  new  novel  medications,  they 
are  not  without  side  effects  of  their  own.  The  lecture  will  review  these  side  effects  for 
the  individual  agents,  and  discuss  risk/benefit  considerations  for  their  use  in  patients. 

In  summary,  the  broad  array  of  pharmacological  actions  of  the  novel 
antipsychotic  drugs  provides  a  neurobiology  basis  for  the  actions  of  these  new  agents, 
and  for  predicting  that  psychosocial  intervention  when  combined  with  these 
medications,  may  optimize  functioning  of  patients  with  severe  mental  illness  across 
many  domains  of  functioning. 
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IMPROVING  NEUROCOGNITIVE  FUNCTIONING  IN  SCHIZOPHRENIA 

Larry  J.  Seidman,  Ph.D. 


Introduction:  Neurocognitive  deficits,  particularly  impairments  in  attention, 
memory  and  executive  functions  (e.g.,  ability  to  plan,  shift  flexibly,  use  abstract 
principles  etc.),  are  core  impairments  in  schizophrenia  (Seidman,  Cassens,  Kremen, 
Pepple,  1992),  and  reflect,  at  least  in  part,  brain  dysfunction  in  the  illness  (Sdieman, 
1983).  Neuropsychological  impairments  associated  with  schizophrenia  involve  a  broad 
range  of  functions  that  appear  to  be  present  in  most  or  all  patients  with  the  illness.  The 
deficits  are  present  prior  to  and  at  the  onset  of  illness  and  often  persist  even  after 
patients  are  relatively  remitted.  In  patients  with  chronic  schizophrenia,  the 
neuropsychological  profile  often  consists  of  widespread  cognitive  impairments,  with 
prominent  deficits  in  abstract  reasoning,  planning  and  mental  flexibility,  working 
memory  (the  ability  to  hold  information  "on  line"  briefly  and  manipulate  the  information  - 
such  as  mental  arithmetic),  declarative  memory  (the  conscious  recollection  of  facts, 
events,  scenes  recently  learned),  attention,  motor  and  perceptual-motor  functions, 
olfaction  (sense  of  smell)  and  some  aspects  of  language  functioning  (Seidman,  1990). 
Contrary  to  conventional  wisdom,  the  deficits  do  not  typically  worsen  over  the  course  of 
illness  after  the  first  few  years,  and  may  even  improve,  partly  in  response  to  treatment. 

What  is  neuropsychological  testing?:  Psychological  measures  of  abilities,  and 
capacity  to  process  information,  have  been  used  for  over  100  years.  These  techniques 
have  been  applied  extensively  to  patients  with  schizophrenia  for  most  of  that  period, 
both  in  the  clinical  setting  and  in  research.  Neuropsychology,  one  of  the  core  fields 


studying  brain-behavior  relationships  (along  with  behavioral  neurology,  neuropsychiatry 
and  cognitive  neuroscience)  has  been  a  specialized  psychological  discipline  for  over  50 
years  (Seidman,  1997).   Neuropsychological  measures  are  distinct  from  typical 
psychological  measures  because  they  have  been  associated  with  various  brain 
structures  in  normal  persons  or  in  persons  with  known  structural  brain  damage,  such  as 
that  resulting  from  strokes  or  other  neurological  diseases  (Seidman  &  Toomey,  1999). 
However,  it  is  only  over  the  past  20  years  that  neuropsychological  measures  have  been 
incorporated  into  psychiatry,  mainly  as  a  result  of  increasing  knowledge  indicating  that 
schizophrenia  is  a  brain  disorder. 

Neuropsychological  tests  directly  assess  performance,  are  easy  to  administer, 
and  can  be  given  longitudinally  to  assess  stability  over  time.  The  examination  is  like  a 
mental  status  exam  except  the  measures  are  more  standardized  and  can  be  compared 
to  norms.  There  are  3  general  goals  for  neuropsychological  exams:  1).  to  aid  in 
diagnosis;  2).  to  determine  strengths  and  weaknesses  in  functional  capacities  relevant 
to  everyday  activities;  3).  to  assess  change  over  time.   However,  it  is  important  to  keep 
in  mind  that  DSM  criteria  for  #1  (making  the  diagnosis  of  schizophrenia)  are  not 
neuropsychological  in  nature,  but  refer  to  behavior  and  symptoms.  Neuropsychological 
measures  are  also  likely  to  be  useful  indices  of  treatment  outcome,  particularly  the 
degree  to  which  medications  can  reverse  cognitive  deficits.   In  this  age  of  managed 
care,  clinicians  need  to  be  creative  to  do  good  evaluations  within  the  confines  of  limited 
reimbursement  and  the  need  for  rapid  evaluation. 

Can  neuropsychological  deficits  be  reversed?  Evidence  from  drug  studies:  The 
degree  to  which  these  deficits  are  reversible,  in  whole  or  in  part,  by  pharmacological 


treatment  remains  unclear.  This  issue  has  become  an  area  of  greater  interest  recently 
because  of  2  developing  trends.  First,  it  has  become  increasingly  clear  that  cognitive 
deficits  remain  part  of  the  residual  social  disability  of  schizophrenic  patients  when  they 
are  treated  with  typical  neuroleptic  medications  (Green,  1996).  Second,  the  rapid 
development  of  atypical  neuroleptics  such  as  clozapine,  which  in  some  cases  improve 
both  positive  and  negative  symptoms  in  treatment-resistant  patients  with  schizophrenia, 
has  offered  new  hope  that  the  cognitive  problems  might  be  more  effectively  treated. 

There  is  a  consensus  in  the  literature  that  acute  administration  of  antipsychotic 
medication  can  impair  neuropsychologica  performance  because  of  sedation.  Although 
chronic  administration  of  typical  antipsychotics  at  moderate  dosage  does  not  appear  to 
impair  cognitive  functions  independent  of  motor  function,  some  studies  do  indicate  such 
impairment.  Neuroleptics  can  also  impair  memory  function  secondary  to  the 
anticholinergic  properties  of  antipsychotics.  Ancillary  drugs  used  frequently  to  treat  the 
parkinsonian  side  effects  of  the  typical  neuroleptics  (e.g.,  benztropine)  can  also  impair 
memory  function  secondary  to  their  anticholinergic  properties.  Some  components  of 
attentional  functioning,  especially  vigilance,  are  improved  as  a  result  of  typical 
neuroleptic  treatment. 

There  is  a  growing  evidence  indicating  that  clozapine  is  superior  to  typical 
neuroleptics  in  improving  the  cognitive  dysfunctions  associated  with  schizophrenia. 
Harvey  and  Keefe  (1998)  reviewed  7  open-label  and  2  double-blind  studies  of  clozapine 
and  neurocognitive  functioning.  They  indicate  that  all  but  one  study  show 
improvements  on  some  functions.  They  indicate  that  verbal  fluency  and  declarative 
memory  (but  not  executive  functions)  improve  with  clozapine.  There  is  currently  less 


evidence  using  risperidone  or  olanzapine  to  augment  cognitive  function,  but  similar 
trends  seem  to  be  emerging.  An  additional  research  strategy  (with  no  immediate 
clinical  application)  is  to  add  other,  non-antipsychotic,  medications  to  enhance 
cognition.  There  is  yet  little  research  integrating  pharmacological  and  rehabilitation 
interventions  but  perhaps  such  studies  will  show  improvement. 

Can  neuropsychological  deficits  be  reversed  by  rehabilitation  efforts?:  There  is 
evidence  that  significant  improvements,  such  as  in  executive  functions  (measured  by 
the  Wisconsin  Card  Sort  WCST),  can  result  from  training.   However,  it  is  as  yet  unclear 
how  well  this  will  generalize  to  real-world  functioning.  We  have  also  found  intriguing 
results  regarding  the  effect  of  housing  on  neuropsychological  functions  in  severely  and 
persistently  mentally  ill  homeless  persons  who  were  subsequently  housed  in  the  Boston 
McKinney  project.   Significant  improvement  occurred  in  an  index  of  overall  function,  as 
well  as  in  auditory  attention,  verbal  memory,  spelling,  reading,  motor  speed  and  motor 
sequencing.  WCST  performance  increased  non-significantly  for  subjects  assigned  to 
group  homes,  and  decreased  significantly  for  those  assigned  to  independent 
apartments.   Further  research  is  needed  to  identify  whether  specific  aspects  of 
independent  and  group  living  alter  neuropsychological  functioning.   Despite  the  fact 
that  the  improvements  were  modest  in  nature,  and  do  not  indicate  normalization  of 
function,  demonstration  of  improvements  in  neuropsychological  functioning  offers  some 
hope  that  homeless  SPMI  individuals  may  develop  more  adaptive  levels  of  functioning. 

Stable  housing,  in  combination  with  atypical  antipsychotic  treatments,  and  training, 
may  result  in  improved  cognitive  outcomes. 
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COGNITIVE  IMPAIRMENT  AND  RESPONSE  TO  VOCATIONAL  REHABILITATION 

Kim  T.  Mueser,  Ph.D. 


Cognitive  impairment,  including  difficulties  in  memory,  attention,  and  executive 
functions,  is  a  common  feature  of  severe  mental  illnesses,  especially  schizophrenia- 
spectrum  disorders.  Ample  research  has  demonstrated  impairments  in  cognitive 
functioning  are  related  to  the  acquisition  of  skills  in  social  skills  training  (Green  et  al., 
2000).  Furthermore,  numerous  studies  have  shown  that  cognitive  impairment  is 
predictive  of  the  long-term  outcome  of  severe  mental  illness,  and  is  related  to  both  the 
severity  of  negative  symptoms,  and  social  and  vocational  functioning.  However, 
despite  the  evidence  that  cognitive  functioning  is  related  to  improvement  in  social 
learning  interventions  for  severe  mental  illness  and  is  related  to  the  outcome  of  these 
disorders,  less  is  known  concerning  the  relationship  between  cognitive  functioning  and 
vocational  rehabilitation  for  this  population.  This  presentation  will  examine  the 
relationship  between  cognitive  impairment,  positive  symptoms,  and  negative  symptoms 
in  a  group  of  204  clients  with  severe  mental  illness  who  were  randomly  assigned  to  one 
of  three  vocational  rehabilitation  programs  and  followed  up  for  two  years. 

Employment  rates  for  persons  with  severe  mental  illness  are  typically  low, 
ranging  between  10  and  20  percent.  Despite  the  low  rates  of  employment,  most 
persons  with  severe  mental  illness  express  a  desire  to  work,  and  the  most  commonly 
desired  type  of  work  is  competitive  employment.  To  address  the  desires  of  persons 
with  severe  mental  illness  for  competitive  work,  supported  employment  programs  have 
been  developed  for  this  population  (Bond  et  al.,  1997).  One  such  program  is  the 


Individual  Placement  and  Support  (IPS)  Model  (Becker  &  Drake,  1993).  The  IPS 
model  de-emphasizes  pre-vocational  skills  training  and  extensive  assessment,  and 
focuses  on  rapid  job  search,  competitive  employment  in  integrated  work  settings  based 
on  clients'  preferences  for  type  of  work,  and  follow-along  supports  to  maximize  success 
on  the  job,  and  to  facilitate  transitions  to  new  jobs  when  desired.  The  IPS  model  is 
supported  by  two  experimental  studies,  and  several  quasi-experimental  studies  (Drake 
etal.,  1999). 

Prior  controlled  research  on  IPS  has  compared  it  with  either  a  group  skills 
training  approach  or  with  a  single  brokered  vocational  services  vendor.  Prior  research 
has  not  been  conducted  to  evaluate  the  effects  of  IPS  compared  to  standard  services 
or  to  a  psychosocial  rehabilitation  program.  To  compare  the  effects  of  IPS  with  these 
other  approaches  to  vocational  rehabilitation,  a  controlled  study  was  conducted  at 
Capitol  Region  Mental  Health  Center  in  Hartford,  Connecticut.  Unemployed  clients 
who  desired  competitive  work  were  randomly  assigned  to  one  of  three  programs:  IPS, 
standard  services,  or  a  psychosocial  program.  Symptoms  were  assessed  with  the 
Positive  and  Negative  Syndrome  Scale  (Kay  et  al.,  1987)  at  baseline  and  every  six 
months  for  two  years  following  randomization.  Data  on  competitive  employment, 
wages  earned,  and  hours  worked  were  obtained  for  all  clients  over  the  two  years.  The 
study  represents  both  the  largest  study  of  IPS  and  the  one  with  the  longest  follow-up 
period.  In  addition,  the  sample  is  unique  because  approximately  35  percent  of  the 
clients  were  Hispanic. 

Vocational  outcomes  across  the  three  different  programs  will  be  presented,  both 
for  the  total  sample  as  well  as  for  those  clients  with  schizophrenia-spectrum  disorders 


I 


alone  (75%  of  the  sample).  The  relationships  between  cognitive  functioning,  negative 
symptoms,  and  positive  symptoms,  and  response  to  the  vocational  programs  will  be 
explored  both  for  the  total  sample  and  for  clients  with  schizophrenia-spectrum 
disorders.  The  implications  of  the  findings  for  the  importance  of  cognitive  functioning  in 
determining  benefit  from  supported  employment  will  be  considered. 
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REHABILITATION:  THE  FUNCTIONAL  ASSESSMENT 
Jane  Musgrave,  M.S.,  O.T.R./L. 


As  human  beings  we  derive  a  sense  of  mastery  from  our  ability  to  meet  the 
functional  demands  that  our  lives  place  on  us.  These  demands  come  from  the  life 
roles  we  have  received  or  chosen,  the  values  that  these  roles  hold  for  us,  and  the 
demands  of  the  environment  in  which  we  live.  The  symptomatology  of  the  diseases 
and  conditions  that  are  serviced  by  the  Department  of  Mental  Health  often  interfere  with 
an  individual's  ability  to  meet  these  functional  demands.  As  an  individual  afflicted  with 
a  mental  illness,  it  can  be  difficult  for  that  person  to  recognize  the  loss  of  specific 
functions,  especially  ones  that  affect  independence  in  life  styles,  such  as  mobility, 
safety  skills,  and  judgement.  These  skills  are  required  for  safe,  independent  living.  As 
treaters,  it  can  be  difficult  to  recognize  the  difference  between  an  individual's  abilities 
versus  willingness  to  engage  in  an  activity.  Situations  arise  where  the  requirements  of 
a  job  or  living  environments  may  be  asked  of  an  individual  who  can  not  perform  at  that 
functional  level.  The  opposite  may  occur  when  an  individual  is  not  challenged  at  the 
appropriate  level  due  to  a  misconception  that  the  individual  can  not  perform  or  learn 
such  a  task. 

Functional  evaluations  provide  guidelines  for  the  client  and  the  treator  as  to  what 
an  individual  can  do,  cannot  currently  do,  and  ways  the  environment  can  be  adapted  to 
maximize  current  skills.  Functional  evaluations  can  also  provide  guidance  as  to  the 
next  reasonable  functional  skill  goal  for  an  individual.  This  information  ensures  the 
creation  of  environments  that  appropriately  challenge  the  individual  to  grow  and  learn  in 


a  supportive  atmosphere,  without  placing  inappropriate  demands  and  expectations  on 
them.  This  information  is  also  valuable  in  selecting  appropriate  treatment  modalities. 
Some  treatment  modalities  require  certain  entry-level  skills  in  order  for  an  individual  to 
benefit  from  attending.  Such  an  example  would  be  the  need  to  possess  the  skill  of 
comprehending  information  presented  verbally  for  successful  placement  in  a  verbal 
psychoeducational  group.  Additional  benefits  of  the  functional  evaluation  is  its  ability  to 
differentiate  performance  skills  from  verbal  skills.  Often,  clinicians  are  not  able  to 
observe  their  clients  in  all  aspects  of  daily  functioning,  and  must  rely  on  client's  self- 
perceptions.  This  information  can  be  misleading  as  seen  in  the  nonverbal  clients  who 
have  a  high  level  of  functional  skills  or  the  verbal  client  who  uses  language  to 
confabulate  around  areas  of  functional  difficulty.  The  differentiation  of  working  memory 
and  performance  memory  and  their  role  in  functional  evaluation  selection  and  discharge 
planning  will  also  be  reviewed. 

A  final  benefit  of  the  functional  evaluation  is  the  functional  baseline  it  provides  of 
an  individual  at  a  certain  point  in  time.  The  ability  to  establish  a  measurable  range  for 
function  allows  individuals,  treators,  and  third  party  payers  a  means  to  objectively 
review  the  effectiveness  of  treatment  designed  to  improve  function. 

Presentation  attendees  will  be  informed  of  several  of  the  currently  available 
functional  evaluations,  and  their  use  in  identifying  specific  areas  of  concern.  Reviews 
will  include  The  Kohlman  Evaluation  of  Living  Skills  (KELS),  the  Milwaukee  Evaluation 
of  Daily  Living  Skills  (MEDLS),  the  Allen  Cognitive  Battery  (which  includes  the  Allen 
Cognitive  Battery  (which  includes  the  Allen  Cognitive  Level  Screen  (ACL),  the  Allen 
Diagnostic  Modules  (ADM),  The  Routine  Task  Inventory  (RTI),  and  the  Safety  Series), 


and  the  Canadian  Occupational  Performance  Measure  (COPM).  Strengths  and 
drawbacks  of  these  evaluations  will  be  explained,  as  well  as  indicators  for  selection  of 
which  evaluations  or  combination  of  evaluations  to  consider.   Methods  of  obtaining 
such  evaluations  for  DMH  clients  and  the  disciplines  qualified  to  administer  them  will  be 
provided.  Benefits  and  uses  of  evaluation  findings  will  be  reviewed.  Such  examples 
will  include  using  the  information  in  matching  an  individual  with  a  least  restrictive  living 
environment,  providing  treatment  guidelines  and  interventions  to  direct  care  providers, 
and  ways  to  adapt  an  environment  to  maximize  safety  and  independence.  Techniques 
to  adapt  these  evaluations  for  the  physically  disabled  (i.e.:  low  vision,  one-handed  etc.) 
will  be  covered.  The  presenter  will  demonstrate  how  such  evaluations  can  be  used  not 
only  to  assess  an  individual  but  assess  a  treatment  or  living  environment  as  well. 
Finally  the  relationship  of  functional  evaluations  and  the  DMH  "Current  Evaluation  of 
Risk  and  Function-Revised"  (CERF_R)  will  be  discussed. 
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IMPROVING  GENERAL  HEALTH  FOR  PERSONS  WITH  MENTAL  ILLNESS 

Marie  Hobart,  M.D. 

/.  Goals  of  Health  Care: 

•  Prevention  of  illness  and  health  promotion 

•  Relief  of  pain  and  suffering 

•  Care  and  cure  of  illness  and  humane  care  for  those  who  cannot  be  cured 

•  Avoidance  of  premature  death  and  pursuit  of  a  peaceful  death 
//.  Data  on  comorbid  medical  and  psychiatric  illness: 

•  Deaths  due  to  natural  and  unnatural  (suicide,  homicide,  accident)  causes  are 
in  general  2x  that  of  the  general  population. 

•  A  recent  study  looking  at  all  deaths  of  DMH  clients  in  MA  1989-94  showed  a 
death  rate  4-5x  the  general  population  from  unnatural  causes.  Average  age 
of  death  66  years  as  opposed  to  76  years  for  the  general  population. 

•  Risk  particularly  higher  for  those  with  schizophrenia,  affective  disorders, 
organic  brain  syndromes,  and  substance  abuse  disorders. 

•  As  state  hospital  populations  decline,  those  who  remain  are  often  older,  with 
a  higher  incidence  of  organic  mental  conditions  and  numerous  physical 
disorders. 

•  Low  income  alone  accounts  for  some  of  the  increased  risk  compared  to  the 
general  population. 


•  Substance  abuse  in  combination  with  any  other  psychiatric  diagnosis 
increases  risk  further. 

•  Primary  causes  of  natural  death  include:  cardiovascular  (greater  in  men), 
endocrine  (primarily  diabetes),  pulmonary,  and  infectious  disease.  Cancer 
incidence  and  death  is  not  higher. 

•  Medications  contribute  to  weight  gain,  other  side  effects. 

•  HIV  risk  is  elevated.  (Unplanned  sexual  activity,  not  knowing  partner's  HIV 
status,  higher  risk  of  injection  drug  use.) 

•  Physical  illness  can  exacerbate  psychiatric  symptoms  (pain,  metabolic 
abnormalities,  elevated  blood  sugar,  etc.)  and  therefore  be  undetected 
longer.  Unremitting  anxiety  can  increase  risk  of  heart  disease,  stroke, 
sudden  death. 

///.  Barriers  to  care: 

•  Most  with  major  mental  illness  have  insurance,  reasonable  access  but  have 
difficulty  connecting  with  providers,  communicating  issues,  following  a  plan. 

•  Inadequate  detection  of  illness. 

•  Having  one  chronic  illness  that  demands  care  and  attention  decreases  the 
likelihood  of  detecting  and  aggressively  treating  other  chronic  conditions. 

•  Often  utilize  emergency  services  rather  than  scheduled  outpatient  care. 

•  Those  with  schizophrenia  are  59%  less  likely  to  receive  cardiac  catherization. 

•  Less  likely  to  receive  HIV  medication  regimens. 


•  Women  with  a  history  of  physical  and  sexual  abuse  much  less  likely  to  have  a 
pelvic  exam,  mammogram,  or  pap  smears.  (Regardless  of  diagnosis) 

•  Women  with  mental  illness  and  substance  abuse  3-4x  the  risk  of  inadequate 
prenatal  care.  Also  then  less  likely  to  obtain  well  child  care  post  partum. 

•  Small  recent  study  showed  fewer  positive  nutrition  habits,  less  interpersonal 
support,  fewer  health  enhancing  behaviors,  a  belief  that  health  was  not  in 
their  control  compared  to  control  groups. 

Preventive  Health  Care: 

•  You  and  your  team  are  the  primary  care  providers,  an  active  process. 

•  Assume  this  is  part  of  the  treatment  plan  and  that  you  can  make  a  difference. 

•  Assume  that  the  individual  is  able  to  make  positive  changes  with  support. 

•  Social  connection,  meaningful  activity  are  key. 

•  Substance  abuse  prevention  and  treatment. 

•  No  guns  allowed. 

•  Seat  belts,  bike  helmets. 

•  Sexual  Health,  including:  interpersonal  safety  issues,  education  re:  sexually 
transmitted  diseases,  birth  control.  Make  condoms  readily  available. 

•  Smoking  reduction  and  smoking  cessation  is  possible. 

•  Small  amounts  of  regular  exercise  are  worthwhile  (for  mental  and  physical 
health). 

•  Good  nutrition. 

•  Oral  Health  Care. 


Heat  precautions. 

Minimize  medication  side  effects,  routine  blood  work  to  check  for  problems. 
Regular  physical  exams  crucial.   Don't  leave  out  the  rectal  and  pelvic  exam, 
or  the  mammogram. 

For  clients  with  other  chronic  conditions  it  is  crucial  to  know  the  best 
recommended  course  of  treatment  (HIV,  diabetes,  heart  disease,  asthma, 
etc.)  and  be  able  to  advocate. 
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INTERACTING  WITH  AN  INTERNIST:  PEARLS  AND  PITFALLS 

David  Hermanns,  M.D. 


Objective:  Discussion  of  common  problems  likely  to  occur  when  attempting  to  access 
medical  care  for  psychiatric  patients: 

1 .  Internists  do  not  think  like  psychiatrists  and  other  mental  health  providers. 

a)  Internists  are  sometimes  poorly  trained  to  listen  to  a  patient's  physical 
complaints  and  understand  the  possible  interaction  with  a  psychiatric 
disorder. 

b)  Internists  look  for  concrete  malfunction,  with  measurable  "abnormalities". 

c)  Internists  are  poorly  trained  in  dealing  with  psychiatric  patients. 

d)  Mental  health  providers  are  often  guilty  of  generalizing  medical  problems,  just 
as  internists  generalize  psychiatric  problems. 

2.  Internists  may  have  preconceived  notions  about  psychiatric  patients. 

a)  Societal  prejudices  regarding  mental  illness  are  not  erased  by  brief  exposure 
to  psychiatry  in  medical  school. 

3.  Internists  may  have  preconceived  notions  about  psychiatrists  and  other  mental 
health  providers. 

4.  Hospitals  and  offices  may  have  barriers  to  psychiatric  patient  access. 

a)  Insurance.  Even  for  the  patient  with  insurance,  registration  procedures, 
referral  requirements,  and  endless  scheduling  barriers  may  be  overwhelming. 


Un-insured  patients.  Often  hospitals  have  "Free  Care"  programs.  BUT  - 
they  may  require  considerable  work  for  patients  to  access. 
Stigma  -  patients  may  feel  opposed  to  "charity"  care.  And,  patients  may 
(sometimes  correctly)  perceive  prejudicial  treatment  of  them  because  of  their 
psychiatric  condition  or  behavior. 

5.  Patient  behavior  may  sabotage  medical  visit. 

a)  Internal  medicine  offices  frequently  are  staffed  with  persons  who  are  poorly 
trained  in  the  care  of  psychiatric  patients. 

b)  Patient  behavior,  such  as  excessive  talking,  paranoia,  anger,  etc.  may  be 
falsely  interpreted. 

c)  Patient's  disorganization  may  lead  to  missed  appointments  or  late  arrivals. 
Office  staff  and  doctors  may  not  be  understanding  of  the  difficulties  that  a 
patient  may  have  had  in  making  his/her  appointment. 

d)  Patient  appearance  may  be  bothersome  to  office  staff.  Offices  may  feel  that 
other  patients  will  be  "bothered"  by  the  psychiatric  patient's  presence  in  the 
waiting  room. 

6.  Patients  may  not  be  able  to  interact  with  the  internist  in  the  "typical"  manner. 

a)  Internist  may  not  be  told  of  important  physical  symptoms  that  may  hold  clue 
to  physical  problem. 

b)  Patients  may  report  so  many  physical  symptoms  that  the  internist  is 
overwhelmed  and  ends  up  ascribing  everything  to  "mental  illness". 

c)  Patients  may  be  reluctant  to  tell  an  internist  about  his  mental  illness,  fearing 
prejudice. 


b) 

c) 


d)  Patients  may  not  accept  their  psychiatric  diagnosis. 

e)  Patients  often  do  not  know  their  medication  list. 

7.  Internists  and  Psychiatrists  may  not  share  the  same  basic  definitions. 

a)  Competency 

b)  Delirium  versus  dementia 

c)  Ethics 

d)  "Syndromes"  Psychiatric  diagnosis  often  made  on  basis  of  constellation  of 
observations  (e.g.  "4  of  8  DSM  criterion").  Most  medical  diagnosis  now 
ultimately  secured  with  a  "definitive  test". 

Improving  Results  when  Referring  for  Medical  Care 

1.  Basic  Principle:  "Prime  the  Interaction" 

a)  Nothing  can  guarantee  that  the  interaction  will  be  successful,  but  you  can 
improve  the  odds. 

b)  While  it  is  understandable  and  reasonable  to  be  disappointed  about  some  of 
the  aforementioned  shortcomings  within  the  medical  profession,  giving  up 
does  even  more  harm. 

c)  Trying  to  "re-educate"  members  of  other  specialties  about  psychiatric  illness 
in  an  overt  manner  is  likely  to  fail. 

2.  Before  the  visit 

a)  Attack  barriers. 

i.  Make  sure  that  patient's  registration  and  insurance  information  are  up  to 
date. 

ii.  Make  double  sure  the  time  and  date  are  correct. 


iii.  Make  sure  that  necessary  referrals  are  completed.  This  may  mean  that 
a  patient  needs  to  call  an  insurance  company  and  designate  a  new 
primary  care  physician.  Walk  the  patient  through  this. 

iv.  Make  sure  that  the  patient  and  you,  the  psychiatric  provider,  are  in 
agreement  what  is  expected  to  be  achieved. 

v.  Try  "Role  Play"  or  at  least  verbally  "walk  the  patient"  through  parts  of  the 
interaction  that  you  anticipate  will  be  stressful  for  the  patient. 

vi.  See  if  someone  else  can  accompany  the  patient.  This  can  be  you,  but 
also  could  be  a  patient's  friend,  advocate,  family  member,  or  other 
member  of  the  care  team.  Remember  to  warn  the  patient  and 
accompanying  person  that  the  internist  may  wish  to  meet  alone  with  the 
patient,  particularly  for  the  examination. 

"Prime  the  Interaction" 

i.  Provide  useful  records  and  data  to  the  internist  prior  to  the  visit. 

ii.  Speak  with  the  internist  AND  write  a  letter  or  note  detailing  the  patient's 
psychiatric  diagnosis,  medical  history,  medications  AND  your  concerns 
as  a  mental  health  provider. 

iii.  Give  DSM  diagnosis,  but  don't  assume  that  you  and  the  internist  will 
both  understand  the  same  language.  Use  concrete  descriptions  of  the 
patient's  thoughts  and  behaviors. 

iv.  Warn  the  internist  (this  is  preferably  done  verbally)  what  might  go 
wrong,  and  perhaps  give  pointers  how  to  deal  with  the  possible  event. 


v.   Discuss  in  advance  how  communication  is  to  occur  after  the  visit. 
Make  sure  to  address  issues  of  confidentiality  with  the  patient. 

3.  The  Visit 

a)  Make  sure  the  patient  is  on  time  and  prepared  to  wait  beyond,  if  the  schedule 
is  running  late. 

b)  Have  someone  accompany  the  patient,  as  above. 

4.  After  the  visit. 

a)  Make  a  point  to  discuss  visit  both  with  the  patient  and  internist. 

b)  A  reminder  to  provide  a  letter  or  copy  of  the  office  note  from  the  medical  visit 
will  usually  get  results. 

Making  a  Habit  of  Success 

1 .  Nurture  a  relationship  with  a  small  number  of  internists,  or  a  single  group  of  doctors. 

a)  Identify  a  single  contact  person  in  a  given  group  or  clinic  with  whom  you  can 
share  "organizational"  concerns,  and  with  whom  you  can  discuss  ways  to 
improve  access,  communication,  etc. 

b)  "Spread  the  Load".  Be  understanding  of  internists'  concerns  that  too  many 
patients  with  psychiatric  illness  may  be  burdensome.  Rather  than  referring 
all  your  patients  to  the  same  internist,  rotate  among  a  group.  Use  trusted 
members  of  the  group  to  "expand"  your  options.  They  will  often  know  which 
colleagues  will  likely  work  well  with  patients  with  mental  illness. 

2.  Offer  to  come  and  talk  with  a  group  of  doctors,  such  as  a  group  clinic.  Let  them  set 
the  agenda  -  they  will  know  what  bothers  them. 


3.  Be  available  yourself.  When  a  patient's  medical  provider  needs  assistance  with  the 
patient,  recognize  that  you  or  your  group  may  be  better  able  to  convince  a  patient  to 
have  a  test  or  undergo  a  procedure.  Going  "above  and  beyond"  occasionally  will 
net  you  rewards  later. 

Conclusion: 

Above  all,  communicate.  You  will  not  be  able  to  have  a  useful  relationship  with 
everyone,  but  over  time,  strong  relationships  can  be  built.  It  is  easy  for  both  parties  to 
become  angry  at  one  another,  often  both  sides  feeling  justifiably  that  they  are  the  only 
one  that  truly  "cares"  about  a  patient's  well  being. 

This  is,  in  my  experience,  usually  not  the  case.  But  it  can  easily  degenerate  into 
something  approaching  hostility  if  one  or  both  parties  seek  to  "re-educate"  the  other. 
Better  to  accept  and  work  within  the  boundaries  of  what  you  have.  Sometimes  you  will 
be  pleasantly  surprised  how  those  barriers  do  eventually  fall  away. 
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ADVOCATING  AND  FACILITATING  CLIENT  MEDICAL  CARE 
Barbara  Blakeney,  M.S.,  R.N.,  C.S.,  A.N.P. 


I.  Sensitivity  to  Life  on  the  Streets 

A.  Street  Life 

B.  "Here  and  Now"  Mentality 

C.  Risks  and  Relationships 

D.  Drugs  and  Alcohol 

II.  Extensive  Network  of  Flexible  Resources 

A.  Taking  the  Mountain  to  Mohammed 

B.  Specialty  Practice  or  Mainstream  Treatment 

III.  Creative  Clinical  Care 

A.  Making  Interventions  and  Treatments  Relevant  and  Doable 

B.  The  "Season's"  of  Care 

C.  Recognizing  Risks  by  the  Season's  of  the  Year 

IV.  Building  an  Interdisciplinary  Team 

A.  Leaving  Your  Professional  Ego  at  the  Door 

B.  Cooperative  Interaction  in  the  Service  of  Clinical  Care 

C.  Goals,  Rules,  and  Procedures 
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THE  CRISES  OF  FREEDOM:  THOUGHTS  ON  AUTONOMY  AND  RECOVERY 

Kenneth  Duckworth,  M.D. 

I.  A  brief  history  of  "paternalism"  and  "autonomy"  in  psychiatry 

II.  Clinical  Experiences  with  Improved  Autonomy 

A.  Casel:  47  Going  on  17 

developmental  lapses 
skill  deficits 
intimacy  panic 

B.  Case  2:  The  Lost  Boys  and  the  Clock 

re-emergence  of  generativity 
insight  and  mortality 

C.  Case  3:  A  Mind  or  a  Body 

are  these  effects  "side"  effects? 
whose  job  is  this? 

D.  Case  4:  These  Four  Walls 

"holding"  environment? 
finding  love  in  the  community 

E.  Case  5:  Resumes  and  Responsibilities 

the  role  of  the  ADA 
stigma  and  truthtelling 

III.  Where  are  we  going? 
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HIV  IN  THE  SEVERELY  MENTALLY  ILL 
Kimberly  Rawlins,  M.D. 


According  to  the  CDC,  approximately  fifty  percent  of  the  deaths  in  this  country  could  be 
affected  by  lifestyle  changes.  Changes  which  would  be  of  benefit  are  in  areas  such  as 
diet,  exercise,  alcohol  and  drug  use,  smoking,  sexual  behaviors  as  well  as  others. 

The  seriously  and  persistently  mentally  ill  are  at  particular  risk  of  early  death,  in  part, 
because  of  behaviors  in  some  of  these  areas.  For  example,  substance  use  disorders 
occur  in  more  than  half  of  patients  with  schizophrenia.  This  population  tends  to  have 
poorer  physical  health  and  receive  less  and  later  health  care  (both  preventative  and 
treatment  oriented)  than  the  general  population. 

Acquired  Immunodeficiency  Syndrome  (AIDS),  a  preventable,  often  fatal  disorder  that  is 
caused  by  human  immunodeficiency  virus  (HIV)  is  related  to  certain  high  risk  behaviors: 
unprotected  sexual  contact,  multiple  sexual  partners,  sexual  contact  with  an  IV  drug 
user  and  IV  drug  use.  HIV  is  now  present  in  epidemic  proportions  in  parts  of  the  world, 
particularly  in  developing  countries.   In  this  country,  we  have  seen  new  cases  and 
deaths  from  HIV  decline,  but  that  decline  is  reaching  a  plateau.   In  addition,  there  has 
been  a  shift  in  the  populations  most  affected.  Women,  communities  of  color,  youth 
(particularly  gay  youth),  communities  with  high  rates  of  sexually  transmitted  diseases 
and  the  incarcerated  are  at  increasing  risk.   In  addition,  the  group  comprising  the 
seriously  and  persistently  mentally  ill  are  at  heightened  risk  of  infection  with  HIV.  This 


should  come  as  no  surprise,  given  the  overlap  between  the  risk  factors  associated  with 
HIV  infection  and  many  of  the  behaviors  seen  in  this  population. 

Drug  and  alcohol  use  disorders  are  increased  in  the  seriously  and  persistently  mentally 
ill.   Drug  use  contributes  to  the  risk  of  HIV  infection  in  multiple  ways.  Intoxicated 
individuals  have  poor  judgment  and  are  more  likely  to  engage  in  risky  behavior 
(unprotected  sex,  shared  needles).  Shared  needles  are  commonly  used  by  IV  drug 
users.  Drug  addicted  individuals  may  also  trade  sex  for  drugs.  As  expected,  the 
prevalence  of  HIV  infection  is  increased  in  the  seriously  and  persistently  mentally  ill.  In 
one  recent  study  of  HIV  infected  Medicaid  recipients,  5.7%  had  schizophrenia  and  6.8% 
had  major  affective  disorder.  Other  seroprevalence  studies  have  also  shown  higher 
rates  of  infection  among  the  severely  mentally  ill.  Because  this  increased  risk  is  due  to 
high  risk  behaviors,  intervention  through  prevention  and  treatment  strategies  is  likely  to 
help  and  is  essential. 

Prevention  of  HIV  infection  is  a  particular  challenge  in  this  population,  but  many 
strategies  have  been  developed  for  risk  reduction.  There  are  treatments  for  the  dually 
diagnosed  to  lower  the  incidence  of  drug  use.  These  include  pharmacological 
approaches  in  use  or  currently  under  study.  Strategies  focusing  on  reducing  the  risk 
from  various  sexual  behaviors  and/or  drug  use  have  focused  on  educational 
interventions  to  increase  knowledge  of  the  disease  and  ways  to  prevent  infection; 
cognitive  behavioral  approaches  to  help  develop  the  skills  and  motivation  to  change 
behaviors,  and  direct  interventions  to  reduce  the  risk  of  continued  behaviors  such  as 


distribution  of  clean  needles  and  condoms.  Interventions  may  need  to  be  tailored  to 
the  specific  needs  and  life  circumstances  of  the  individual  at  risk.  The  needs  of  an 
indigent,  mentally  ill  woman  in  an  ongoing  relationship  with  an  I VDU  may  differ  from 
those  of  a  mentally  ill  man  having  sex  with  many  casual  female  partners.  Optimal 
treatment  of  the  psychiatric  disorder  is  a  constant  goal  so  that  the  affected  individual 
can  most  effectively  participate  in  his  or  her  own  care. 

Once  HIV  infection  has  occurred,  all  is  not  lost.  In  fact,  pharmacological  treatments  are 
now  prolonging  the  lives  of  infected  individuals,  greatly  reducing  the  risk  of  transmission 
to  a  fetus,  and  may  decrease  the  chance  of  transmission  to  others,  makes  diagnosis 
and  treatment  as  well  as  continued  risk  reduction  important.  Diagnosis  is  made 
through  HIV  testing,  which  should  be  accompanied  by  pre-  and  post-test  counseling 
with  a  counselor  knowledgeable  about  AIDS  and  mental  illness.  Once  the  diagnosis  is 
established,  proper  medical  follow-up  should  be  established,  if  it  is  not  already  in  place. 
There  are  clinics  in  the  Boston  area  which  have  integrated  medical  and  psychiatric 
departments  within  one  HIV  clinic  as  well  as  additional  services  available  (i.e., 
nutritional  counseling  and  case  management).  These  are  useful  because  of  the  high 
incidence  of  mental  disorders,  both  preexisting  and  as  a  consequence  of  HIV  infection, 
found  in  this  population.  Such  clinics  have  the  advantage  of  facilitating  a  closer 
working  relationship  between  caregivers  for  these  often  complicated  situations. 

Though  the  treatments  available  to  infected  individuals  have  greatly  improved,  the 
challenges  facing  any  person  with  HIV,  and  particularly  the  severely  mentally  ill,  are 


numerous.  Adjustment  must  be  made  to  a  complicated  medication  regimen  which 
requires  strict  adherence  to  avoid  the  risk  of  developing  resistant  less  treatable  strains 
of  HIV.   Changes  in  sexual  behaviors  to  avoid  the  risk  of  transmitting  the  infection  to 
partners  and  the  risk  of  additional  infection  with  a  different  strain  of  HIV  are  also 
important.  General  improvement  in  lifestyle  habits  and  behaviors  (healthy  living)  is 
recommended  but  can  be  difficult  to  achieve.  Decisions  about  disclosure  of  HIV  status 
can  be  difficult  to  achieve.  Decisions  about  disclosure  of  HIV  status  can  be  difficult 
and  disclosure  can  alter  important  relationships. 

A  complication  which  the  preexisting  psychiatric  disorder  poses  is  the  possibility  of 
medication  interactions  between  the  HIV  medications  and  the  psychiatric  medications. 
This  is  a  developing  field  of  inquiry  and  requires  careful  drug  selection  and  surveillance 
on  the  part  of  all  prescribers. 

HIV  is  itself  a  disorder  with  frequent  psychiatric  and  neurologic  signs  and  symptoms. 
Depression,  mania  and  AIDS  associated  dementia  are  not  uncommon.  Recognizing 
the  symptoms  of  these  disorders  when  superimposed  on  the  already  present  symptoms 
of  the  primary  psychiatric  disorder  can  be  a  challenge  which  is  best  met  by  a  team  of 
clinicians  working  collaboratively  with  the  affected  individual  and  each  other  in  the 
individual's  various  life  settings. 

There  are  many  very  important  factors  (some  covered  here  and  some  not)  associated 
with  this  population  and  the  common  or  unique  needs  and  difficulties  they  may  face 


when  given  a  diagnosis  of  HIV  infection  or  AIDS.  The  "good"  news  is  that  AIDS,  is  now 
a  treatable  disease.   In  this  country,  the  treatments  are  fairly  widely  available  though 
fragmented  health  care  systems,  which  are  difficult  to  negotiate,  can  create  access 
problems.  As  clinicians,  it  is  helpful  for  us  to  know  something  about  prevalence,  risk 
factors,  signs,  symptoms  and  comorbidities,  as  well  as  prevention  and  treatment 
strategies  both  currently  in  use  and  emerging.  Some  of  these  issues  will  be  discussed 
in  greater  detail  today. 
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FAMILY  AND  PARENTING  ISSUES 
Joanne  Nicholson,  Ph.D.,  Susan  Chase,  Patricia  Sannicandro 


The  goals  of  this  presentation  are  to  acquaint  the  audience  with  the  multiple 
roles  of  family  members,  one  of  whom  is  living  with  mental  illness,  and  to  recommend 
supports  for  enhancing  the  interpersonal  functioning  of  all  family  members  whose  lives 
are  affected  by  mental  illness.  The  complex  nature  of  family  members'  relationships 
will  be  described,  both  from  research  and  personal  perspectives. 

In  the  past,  a  workshop  or  panel  discussion  entitled  "Family  and  Parenting 
Issues"  would  focus  solely  on  the  parents  of  individuals  with  serious  mental  illness,  and 
their  concerns  about  caring  for  their  adult  children.   Indeed,  many  older  family 
members  faced  the  challenge  of  securing  or  providing  long-term  care  for  their  adult 
sons  and  daughters  living  with  mental  illness  as  they  moved  out  of  institutions  and  into 
community-based  services.  When  individuals  were  discharged  from  inpatient 
psychiatric  facilities,  emphasis  was  placed  on  who  would  be  caring  for  that  person,  and 
not  how.  The  question  of  whether  that  person  would  be  caring  for  others  was  not 
asked.  The  issue  of  supports  for  family  caregivers  and  the  needs  of  adults  with  mental 
illness  functioning  as  parents  themselves  were  not  addressed. 

Research  over  the  past  few  years  has  shown  the  value  of  supporting  family 
members  in  understanding  and  coping  with  the  impact  of  mental  illness  on  their 
families.   Psychoeducational  family  interventions  have  the  added  value  of  enhancing 
outcomes  for  the  family  member  with  mental  illness  as  well.  The  experience  of 


mothers  and  siblings  of  those  with  mental  illness  will  be  described  by  Patricia 
Sannicandro. 

More  recently,  researchers,  policy  makers,  providers,  and  family  members  have 
focused  on  the  experiences  of  individuals  with  mental  illness  who  are  parents 
themselves,  coping  with  the  challenge  of  living  with  mental  illness  and  the  day-to-day 
demands  of  relationships  with  children.  The  value  of  a  rehabilitation  approach,  and 
integrated  services  for  children  and  their  parents  with  mental  illness  have  been 
described.  Susan  Chase  will  talk  about  her  experiences  as  a  daughter,  and  as  a 
mother. 

Joanne  Nicholson  will  provide  the  research  and  intervention  frameworks  for 
these  personal  accounts. 
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Department  of  Mental  Health 
Guidelines  for  Continuing  Medical  Education  Credits  (CME) 

Sponsor:  University  of  Massachusetts  Medical  School  (UMMS) 

The  Department  of  Mental  Health  has  begun  a  series  of  new  training  initiatives  and  is 
committed  to  educating  its  state  and  provider  workforce  to  understand  and  field  new 
healthcare  approaches.  As  part  of  this  effort,  DMH  is  underwriting  the  cost  of  today's 
program  (including  CME  credits)  because  DMH  believes  in  the  importance  of  this  topic. 
To  obtain  CME  credits,  registrants  are  required  to  remain  for  the  entire  training  day. 

To  ensure  that  the  granting  of  CME  certificates  proceeds  efficiently  for  all  registrants,  the 
following  guidelines  have  been  put  in  place: 

All  registrants  must  register  and  sign  for  CMEs  each  training  day  in  the 
registration  area  before  10:30  AM  or  other  designated  time.  Any  registrant  who 
does  not  sign  in  by  the  designated  time  will  forfeit  CMEs.  In  the  case  of  a  two- 
day  or  longer  program,  each  registrant  must  sign  in  each  day  before  the  10:30  AM 
or  designated  time. 

Each  registrant  must  hand  in  a  completed  course  evaluation  in  order  to  receive  a 
certificate. 

CME  credits  are  granted  to  Physicians  for  the  entire  program  day.  No  partial 
credit  will  be  granted.  UMMS  Office  of  Continuing  Education  will  mail 
certificates  to  the  registrants  within  one  month  of  the  program.. 

These  guidelines  have  been  established  in  accordance  with  all  current  licensing 
requirements  for  CMEs.  The  Department  of  Mental  Health  and  the  University  of 
Massachusetts  Medical  School  are  responsible  to  their  registrants  and  to  their  CME/CEU 
sponsors  to  comply  with  these  requirements. 

The  designated  registration  time  for  CMEs  for  this  program  is  no  later  than  10:15 
AM. 


Department  of  Mental  Health 
Guidelines  for  Continuing  Education  Credits  (CEU) 

Sponsor:  University  of  Massachusetts  Medical  School  (UMMS— Nurses) 
The  Department  of  Psychiatry  at  the  University  of  Massachusetts  Medical 

School  (UMMS-Psychologists) 

The  Department  of  Mental  Health  has  begun  a  series  of  new  training  initiatives  and  is 
committed  to  educating  its  state  and  provider  workforce  to  understand  and  field  new 
healthcare  approaches.  As  part  of  this  effort,  DMH  is  underwriting  the  cost  of  today's 
program  (including  CEU  credits)  because  DMH  believes  in  the  importance  of  this  topic. 
To  obtain  CEU  credits,  registrants  are  required  to  remain  for  the  entire  training 
program. 

To  ensure  that  the  granting  of  CEU  certificates  proceeds  efficiently  for  all  registrants,  the 
following  guidelines  have  been  established: 

All  registrants  must  register  and  sign  for  CEUs  each  training  day  in  the 
registration  area  before  10:30  AM  or  other  designated  time.  Any  registrant  who 
does  not  sign  in  by  the  designated  time  will  forfeit  CEUs.  In  the  case  of  a  two- 
day  or  longer  program,  registrants  must  sign  in  each  day  before  the  10:30  AM  or 
designated  time. 

Each  registrant  must  hand  in  a  completed  course  evaluation  in  order  to  receive  a 
certificate. 

CEU  credits  are  granted  to  psychologists,  nurses,  licensed  practical  nurses,  social 
workers,  rehabilitation  counselors,  licensed  mental  health  counselors,  and  allied 
mental  health  professionals.  No  partial  credit  will  be  granted.   UMMS  Office  of 
Continuing  Education  will  mail  certificates  to  registrants  within  one  month  of 
programs. 

These  guidelines  have  been  established  in  accordance  with  all  current  licensing 
requirements  for  CEUs.  The  Department  of  Mental  Health  and  the  University  of 
Massachusetts  Medical  School  are  responsible  to  their  registrants  and  to  their  CME/CEU 
sponsors  to  comply  with  these  requirements. 


The  designated  registration  time  for  CEUs  for  this  program  is  no  later  than  10:15 
AM. 
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